There is little data in the literature concerning dermatologic admissions. Several diseases are seasonal in incidence and clinical worsening. We performed a survey of hospitalizations in the dermatology ward of a public hospital (April/2007 to May/2017). There were 1790 hospitalizations, whose main diagnoses were infectious dermatoses, neoplasias, psoriasis, bullous diseases and cutaneous ulcers. In winter, there were fewer hospitalizations for bacterial infections and urticaria, but more for leprosy. In summer, there were fewer hospitalizations for systemic and subcutaneous mycoses, but more for zoodermatoses and erythema multiforme. In the fall, more patients were admitted with mycoses. Spring favored urticaria and angioedema, but less cases of erythema multiforme and diabetic foot. Keywords: Dermatology; Inpatient care units; Seasons
Dermatologists practice predominantly in the outpatient setting but there are severe skin conditions that represent life risks or require admission for specialized treatment. However, there is limited data in the literature about skin conditions that might require hospital admission. 1, 2 As with some conditions (for example, asthma, influenza and depression), many skin disorders are seasonal in regards to their incidence or clinical worsening, such as actinic keratoses and melasma in summer, psoriasis and atopic dermatitis in winter, pityriasis rosea in spring, among others. [3] [4] [5] Seasonality interferes in the course and efficacy of the treatment of certain conditions due to the pathophysiological basis of the disease, climatic temperature regimens and humidity or exposure to environmental triggers related to the astronomic season. 6 Since hospital admissions are indicators of the severity of the dermatological clinical picture, investigation of seasonality of admissions reveals the profile of exacerbation or incidence, what generates relevant epidemiological data in collective health. The objective of this study was to explore the seasonality of groups of skin conditions that required admission into a public hospital in Brazil.
Brito LAR, Nascimento ACM, de Marque C, Miot HA Diagnoses were grouped into categories and evaluated according to seasonality of admissions ( Table 2 ). The main reasons for admission (56%) were infectious conditions, epithelial neoplasms and psoriasis.
Stays longer than 10 days were due to leprosy, leishmaniasis, ulcers, mycoses, diabetic foot, psoriasis, zoonoses and bullous diseases; stays shorter than 8 days were due to phenol peels, urticaria, lupus, vasculitis, contact dermatitis, erythema multiforme and tumors.
Of note, in winter there was a lower incidence of bacterial infections but a higher incidence of leprosy and admissions for deep chemical peels. In summer months, there was a lower incidence of deep mycoses but a higher incidence of zoonoses and erythema multiforme. Spring favored the incidence of urticaria and angioedema, with less frequent admissions for diabetic foot and erythema multiforme. In fall, more patients with mycoses were admitted.
Although not statistically significant (p = 0.09), there were less admissions for psoriasis and drug reactions in summer.
Twenty-six (1.5%) deaths were seen during admission. We highlight as causes: infectious diseases, neoplasms and bullous diseases, besides advanced age (older than 70 years).
We conducted a retrospective study that analyzed data related to the admission of patients based on the registry of a dermatology ward of a public university service (Unesp, Botucatu, SP, This study identified groups of skin conditions that lead to admission associated to the seasons. The subtropical climate of the region studied, with well-defined seasons regarding temperature, sun exposure and rain, favors the investigation of which climatic, exposure or behavioral factors interfere in the incidence and severity of cutaneous diseases.
Hospital stay, prevalence of diagnosis and mortality patterns are similar to other case series.
1,2
The skin, as a contact organ, is susceptible to the effect of environmental triggers for the development of diseases. Ultraviolet radiation has a therapeutic effect in psoriasis and pityriasis rosea, but on the other hand is aggravating for photodermatoses such as drug-induced photosensitivity, lupus and polymorphic eruption.
Our studies suggest a less marked worsening of psoriasis in summer.
With the heat, there is increased activity of insects and poisonous animals and a higher exposure to outdoor activities, such as fishing and walks, what could explain the frequency of zoonoses at this time of the year. 6, 7 Some authors identified higher incidences of staphylococcal infections in the hotter and more humid months, explaining lower admission rates for bacterial infections in winter, which is dry and cold in the region. 8 In the same way, the winter climate favors respiratory infections, which are associated to immune imbalances that can trigger leprosy reactions. Chi square = 104; 60 gl; p < 0.01 * N (%) group; ** N (%) total Blue: p ≤ 0.05; higher than expect; red: p ≤ 0.05; lower than expected.
